One hundred and twenty patients who were members of the Nottinghamshire Coeliac Group completed a questionnaire about the occurrence of coeliac disease, ulcerative colitis and Crohn's disease amongst first-degree relatives. Siblings were at a 20-fold risk of developing coeliac disease and a 15-fold risk of developing ulcerative colitis, and significantly increased risks for these two conditions were also seen in other family members. The relatives of patients with coeliac disease are at increased risk not only of developing coeliac disease but also ulcerative colitis. This provides further support for a possible role of a dietary allergen in the development of ulcerative colitis.
Introduction
Recent case reports of an association between coeliac disease and inflammatory bowel disease1`4 have prompted renewed interest in the role of atopy in the aetiology of ulcerative colitis. Coeliac disease is an allergic response to gluten and there is evidence that ulcerative colitis may be an atopic disease5'6. In this study we have reviewed the prevalence of inflammatory bowel disease and coeliac disease amongst the first-degree relatives of patients with coeliac disease. The prevalence of inflammatory bowel disease and coeliac disease in various British communities has been measured on a number of occasions. Coeliac disease has a prevalence of about 100/105 population7, Crohn's disease of between 30 The Royal Society of Medicine lation", 75/105 for Crohn's disease'2 and 117/10' population for ulcerative colitis'3.
Method
One hundred and eighty-three members of the Nottingham Coeliac Group were sent an anonymous questionnaire about their family, its size and the occurrence of either coeliac disease, ulcerative colitis or Crohn's disease in parents, siblings and children. People with no affected relatives were encouraged to reply and they were also asked to report whether they themselves had inflammatory bowel disease in addition to coeliac disease, and their rank position amongst siblings. A pre-paid envelope was included with the questionnaire. The reliability of this type of questionnaire has been confirmed in other studies9"4.
Results
Replies were received from 120 of the 183 members (response rate = 66%). Their mean age was 40 years (s.d. +19 years, range 2-71 years) with an average duration of coeliac disease of 11 years (s.d. + 19 years, range 2 months-57 years). Patients tended to be younger than their siblings; in a family with a mean of 3.3 children the patient's rank was 2.3.
Of the 120 patients with coeliac disease, one also had Crohn's disease and 2 had ulcerative colitis. Of their 240 parents, 2 had coeliac disease, one Crohn's disease and 3 ulcerative colitis. Coeliac disease and ulcerative colitis were also seen amongst siblings ( Table 1 ), but only 2 of the 138 children of patients with coeliac disease themselves had the condition. No children had as yet developed ulcerative colitis or Crohn's disease.
The first-degree relatives of patients with coeliac disease are at a 14-fold risk of developing coeliac disease compared with other members of the community; this is only slightly greater than their 10-fold risk of developing ulcerative colitis. They do not appear at particularly high risk of developing Crohn's disease. The risk of siblings developing coeliac disease is increased 20-fold and of ulcerative colitis 15-fold. These increased risks are not great enough to suggest that the diseases are inherited in an autosomal Mendelian pattern with high penetrance, but they do suggest that the diseases may have some common aetiological factors.
Discussion
First-degree relatives of patients with coeliac disease are at an increased risk of developing both coeliac disease and ulcerative colitis. In our group, as in a previous report'5, patients with coeliac disease tend to be the youngest members of the family; consequently siblings may have had a similar environmental exposure for longer periods than patients, and in this group the risk of developing both coeliac disease and ulcerative colitis is high. The results reported in this study are preliminary data and are limited by the lack of confirmation of diagnosis and the incomplete response rate. Although patients with diarrhoea sometimes believe, incorrectly, that they have ulcerative colitis, it is unlikely that this could explain the very high prevalence of colitis seen amongst the relatives of patients with coeliac disease. In future studies, however, a clearly defined population should be reviewed, with clinicopathological support of all diagnoses.
The risk of first-degree relatives developing coeliac disease has been studied in a number of different centres. However, the review by Stenhammer et al.'6 of 100 first-degree relatives of 32 patients with childhood coeliac disease was the first to study all relatives, and they reported the risk to be 10 times greater than for other Swedes compared with a 14-fold risk in our study. There have been case reports of patients with coexistent coeliac disease and inflammatory bowel disease'-4 but as yet there have been no reports of an increased risk to family members of developing ulcerative colitis.
The aetiology of ulcerative colitis is uncertain, but there is evidence that it is associated with atopic diseases such as asthma, hayfever and eczema'"6. Similar evidence exists for coeliac disease'7 8, and its association with gluten in the diet is of particular interest. These findings should stimulate further investigations of the possible role of dietary allergens, especially grain products, in the aetiology of ulcerative colitis.
